Direct neck clipping of basilar top aneurysm is still difficult because this aneurysm is so deeply located that the operative field is narrow and restricted by many surrounds of important perforators and nerves. Moreover, because the transsylvian approach for these lesions is chosen, the internal carotid artery and the posterior communicating artery often restrict the access to the basilar top aneurysm. In surgery for basilar top aneurysm accompanied with ipsilateral internal carotid aneurysm, the transsylvian approach has the advantage that both aneurysms are clipped under the same operative field, though clipping for both aneurysms is more difficult and challenging than basilar tip aneurysm alone.
Fig. 2 A:
The arachnoid around the superficial sylvian vein is removed to retract the temporal lobe posteriorly because of the stretch of denuded vein. Note that the sylvian vein is also dissected from the base of frontal lobe. B: Cortical branches of temporal lobe arising from the anterior temporal artery are coagulated and cut so that not to pull the anterior temporal artery out from the M1 when the temporal lobe is retracted porteriorly. C: Trabecula between the anterior choroidal artery and the medial temporal lobe is cut. The uncal artery can be coagulated and cut, should not be mistaken for one of the anterior choroidal arteries. D: Operative microphotograph shows the basilar top aneurysm is clipped after the dissection of perforator from the left neck. Note that several perforators are also seen postoperatively (Fig. 6C ) the same as preoperatively (Fig. 4C) . D: Postoperative CT scan shows the small infarction of the right internal capsule which is supposed to be the damage of the perforators from the posterior communicating artery.
